Purpose: To know the health perceived by the family caregivers of Alzheimer's disease, according to the relationship of kinship and the duration of the care in mild-to-moderate stage of dementia.
INTRODUCTION
Dementia in general, and in particular Alzheimer's disease, is a growing problem of public health associated with the aging of the population in developed countries and, in turn, also the increase in prevalence worldwide. 1 It is a disease with a high consumption of social and health resources and high costs, due to the progressive seriousness of the disease 2 and the care of these patients by people of the closest social network, 3 known as informal support network. 4 Thus, the family continues to be the main factor responsible for the care of these patients and for the care of dependents in the home 5, 6 and, therefore, should be considered as the main source of care for a large majority of people who need it. 7 Women, as opposed to the masculine gender, are in charge of caring for their relative within the home, establishing a certain inequality with respect to this characteristic in care. 8 Generally, it is the daughters and wives who assume the care 9 and among the main reasons that lead them to take on the family members; this caregiver role is the moral obligation than dignification and personal satisfaction that takes them to take care of a member of their family. 10, 11 The average dedication of a caregiver is 10 hours a day and in years, between 7 and 10 years. 12 In general, Alzheimer's patients evolve in three large stages according to Alberca and López 13 : phase I or initial, is an insidious period, difficult to differentiate from a normal aging, in which, the short-term memory loss along with other cognitive abilities deficits, such as: language alteration, execution and spatio-temporal disorientation, are appreciable. Later, in phase II or moderate, the emotional, social and cognitive changes in the patient are accentuated and aggravated, along with changes in behavior and moderate dependence for the basic activities of daily life. Finally, the patient progresses to a phase of severe dependence that culminates in death (phase III).
Caregivers of patients with Alzheimer's disease suffer greater presence of psychiatry pathology than the general population and even other caregivers of other pathologies. 14 They face a disease with a series of behavioral symptoms that are very changeable and variable 15, 16 generating a great dependence for basic and instrumental activities of daily life that the family must assume 17 according to the phase in which the patient is.
Among the problems, psychological disorders suffered by caregivers include anxiety and depression. 18, 19 The health they perceive is very low, and most report being dissatisfied or very dissatisfied with their health in general 20 affecting the quality of life 21 even in those caregivers who begin to take care of minor stages of the disease. 22 In addition, the psychological symptomatology is a crucial factor in the onset of discomfort and overload experienced by family caregivers of Alzheimer. 23 Pearlin (1991) in his model of stress process to explain the overload of caregivers, describes a series of mediating and contextual factors that predict the negative impact of care on the health of caregivers, such as the relationship and the kinship with the person cared for, or the hours of daily care. 24 Specifically, spouses and children, to a lesser extent, suffer the most emotional distress and this is attributable to the relationship of familiarity and coexistence in the family home. 25 Sutcliffe et al 26 determined that the longer the time of care and the relationship of kinship in the nearest, especially in daughters and wives, the overload and psychological stress is also higher. The time and evolution of dementia and, therefore, the care required by patients during their evolution is a determining factor in caregiver overload. 27 Successively, according to García-Alberca et al, 28 the psychiatric symptomatology of the caregiver differs significantly depending on the severity and duration in time of the dementia, that is to say, the phases that the patient goes through.
The presence of psychiatric morbidity of the caregivers in an advanced stage of the disease implies a greater institutionalization of their relatives 29 in addition to a higher health cost, increasing the number of visits to medical consultations and a consumption of health resources in the caregivers. 30, 31 Knowing the emotional health and well-being of caregivers since the beginning of the disease can suggest us what type of intervention we should apply in order to improve coping strategies and prevent or, where appropriate, alleviate the burden of these caregivers proactively since the beginning of the disease. 32 Therefore, given that the health and psychological well-being of family members is a very significant variable in the burden of the caregiver and can guide us on the type of interventions to be applied in an initial phase of the disease, that is, from its diagnosis and evolution, the objective of our study was to know the health perceived by family caregivers of Alzheimer taking into account variables, such as the relationship of the caregiver of the main caregiver with their family member and the duration of care offered by the family environment in mild-tomoderate stage Alzheimer's disease.
METHOD

Participants
The participants of the study belonged to different basic areas of the Almería Health District, selected through the digital health histories of the computer program used in the public health system of Andalusian Health Service in Andalusia (Spain) and the database used in this community to identify family caregivers of large disabled people. From a total of 1276 family caregivers of dependent persons, 255 caregivers of patients diagnosed with Alzheimer's disease and who were in an initial (phase I) or moderate stage (phase II) of the disease were selected, excluding those family caregivers who were in advanced stages of the disease or relatives who were diagnosed with another type of dementia (phase III). 13 Those relatives diagnosed with another type of dementia were also dismissed. The illness phase in which the patients were found, it was reflected in the health history of each one of these. These patients had been previously assessed and classified regarding the phase of the disease in the neurology consultation, as well as, by their family doctor, following the specifics assessment procedures indicated in the dementia care process.
Specifically, these patients were in phase I (42.4%) and phase II (57.6%) of the disease. The mean age of the sample was 55.35 years (SD = 12.35), being 85.5% women with respect to 14.5% men. In total, 63.9% of the caregivers were children, 26.7% were spouses, 2.7% were daughters/sons-in-law, 1.2% were siblings, and 15.5% had other relationships kinship not mentioned above. If we analyze the time of care, almost half of the caregivers had taken care of their relative between 2 and 5 years (45.5%), followed by 31.4% of the sample that had done it in 2 years or fewer, the 13.3% had been caring for their family member between 5 and 10 years, and the rest, 9.8%, had been caring for 10 or more years.
Instruments
Ad hoc questionnaire, where a series of socio demographic variables are collected, such as age, gender, degree of kinship of the caregiver (son/daughter, spouse, daughter-in-law/son-in-law, sibling, other relatives not mentioned above), stage of the family member's illness (phase I and II) and the time of care in years (2 years or fewer, 2 and 5 years, 5 and 10 years, 10 or more years).
Goldberg General Health Questionnaire (GHQ-28) 33 adapted to the Spanish population by Lobo et al. 34 It is a self-administered questionnaire with 28 items, with four response options that measure the health perceived by the individual and their emotional well-being at a general level. It is an instrument of application for the general population and caregivers, which detects acute and chronic mental pathology.
It is divided into four subscales of seven items each, which measure different dimensions: somatic symptoms (items 1-7), anxiety and insomnia (items [8] [9] [10] [11] [12] [13] [14] , social dysfunction (items 15-21), and severe depression (items [22] [23] [24] [25] [26] [27] [28] . Each item has four alternatives responses: Not at all, No more than usual, Rather more than usual, and Much more than usual. The items have been assigned with a score of 0, 0, 1, 1 in the case of detection of acute problems, with the cut score being 5/6. In the chronic pathology assessment, a score of 0, 1, 1, 1 was assigned, with the cutoff point being 12/13. 35 The internal consistency of the GHQ-28 shows a Cronbach's of 90.
Process
The study has a favorable report and the appropriate permits from the research ethics committee of the respective province. Once the caregivers were selected, they were summoned to the corresponding health center or a home visit was arranged within the family environment, where they were interviewed and the necessary questionnaires were administered. Previously, to the data collection, the participants have been informed about the objective of the investigation and the procedure to be carried out, requesting the informed consent verbally and in writing to each one of the participants. At all times in the investigation, the principles of the Declaration of Helsinki and the data protection law in force in Spain have been respected.
Analysis of data
Transversal descriptive study. The data analysis was carried out with the statistical program SPSS, version 22. The qualitative or categorical 
RESULTS
The following table of contingency analyzes the presence or absence of psychiatric pathology in caregivers in function of the relationship of kinship between the caregiver and the dependent person (Table 1) .
Thus, in the GHQ-28 for mental problems of recent appearance, we can observe how it is the sibling group that presents the highest percentage of mental pathology with 66.7%, with spouses having lower percentages (64.7%), the daughter-in-law/son-in-law (57.1%) and, finally, the children (54%), except for the relationship of other relatives in which the presence of pathology presents a much lower percentage (21.4%). However, the differences that have been found in these groups are not significant ( 2 = 9.21; P = .56).
In the presence of chronic mental problems (GHQ-28), we found significant differences between the different groups of relationship of kinship ( 2 = 9.81; P = 0.04). Thus, we found presence of pathology, above 50% in all groups, being the relations of daughter-in-law/sonin-law and brother/sister, with equality of proportion, in which there is a greater presence of chronic pathology with respect to rest of the groups (100%). Subsequently, we found the relationship of the child with a significantly lower percentage (90.2%), followed by the category of spouse (86.2%) and, finally, other relatives, with significantly lower prevalence levels (64.3%).
On the other hand, and to know if there are significant differences between the different kinship relationships in each of the subscales of the Goldberg General Health Questionnaire in family caregivers, we have performed the one-way ANOVA test. This test shows us the existence of significant differences in the subscale of Anxiety-Insomnia and Social Dysfunction, but in order to know exactly between which groups these differences have occurred, we have made an a posteriori or post hoc contrast, in particular the DMS (Table 2 ). In the Anxiety-Insomnia dimension, the group is other relatives (g.5), which presents significant upper mean levels with respect to the children (g.1) and the spouses (g.2), at a lower level of significance to 0.01, and the relationship of daughter-in-law/son-in-law, but at a level of significance lower than 0.05. In the Social Dysfunction dimension, it is the spouses (g.2), those who present significantly higher levels (P < 0.01) to the children (g. 1) and to the category of other relatives (g.5). Kinship is not associated with Somatic Symptoms and Severe Depression dimension.
Again we are going to study the presence or absence of mental pathology, among the caregivers, according to the time of care (see Table 3 ). To analyze if the differences found in the prevalence of pathology, in the different groups of time of care, we will apply the 2 test.
As can be seen in the table, in those caregivers who have been in care for between 2 and 5 years (57.8%), it is where there is a higher prevalence of acute metal pathology, measured by the GHQ-28 for acute problems, decreasing up to the group of 10 or more years, with 56% of cases, in the group of 2 years or fewer the presence of pathology is lower (53.7%), finding equality of proportion if pathology/no pathology in the group between 5 and 10 years (50%). However, the differences found are not significant between the different groups of care time for acute problems ( 2 = .75; P = .86).
In the analysis of the prevalence of chronic pathology (GHQ-28), we highlight the high prevalence in all time groups of care, specifically, in the groups in which they are detected the highest percentage are the care time group of between 2 and 5 years and 10 or more years, decreasing in the groups of 5 and 10 years and, 2 years or less, although, these differences cannot be said to be significant ( 2 = 3.86; P = 0.27). Table 4 analyzes the existence of significant differences between the different scores in the dimensions of the Goldberg General Health scale, in relation to the time of care for which we used the one-way ANOVA. As we can see, care time is not significantly associated with any of the dimensions of the health dimensions perceived.
However, the groups with the highest average score are the groups with the highest time of care, 10 years or more, in the subscale of Somatic Symptoms, and 5-10 years, in Social Dysfunction and Severe Depression. In the Anxiety-Insomnia subscale, the opposite is true, it is the group of 2 years or less that obtains higher average score, in opposition to the rest of the groups.
The bimodal logistic regression analysis (Table 5) 
Other relatives (g.5) 14 0.21 0.57
a The difference in means is significant at the 0.01 level. b The difference in means is significant at the 0.05 level. 
TA B L E 3
DISCUSSION
By way of summary, the results obtained allow us to conclude that family caregivers of patients who are in mild-to-moderate stage Alzheimer's disease, they perceive that their emotional well-being is altered 36 and suffer from acute and chronic mental health problems.
In line with other investigations, our study has shown that these caregivers are more vulnerable to mental pathology and emotional disturbances, even in the very early stages of the disease. 14, 22 Variables such as the relationship of kinship with the patient and the time of care could contribute to the presence of a certain type of mental pathology 27 leading to an intense overload of the caregiver in advanced stages of the disease. 30 These findings may support that caregiver characteristics are more strongly related to caregiver overload than patient-related characteristics, as has been observed in other studies. 37 Thus, when studying specifically the type of family relationship of the caregiver with the person cared for we have observed how the acute pathology is more evident in family caregivers, brothers and sisters and in the spouses, being also more pronounced in the case of chronic psychological problems in siblings and to a lesser extent in close relatives in the family environment as they are the children and the spouses. According to other authors, the closer the family relationship and coexistence in the home, the perceived health and overload is more severe in family caregivers, 25, 26 but it has not been found in other
closer kinship relationships such as siblings.
Specifically, greater evidence of problems of severe depression and social dysfunction has been observed in spouses, the opposite of what occurs in kinship relationships such as siblings and other relationships, in which somatic symptoms, anxiety and insomnia are the main psychological problems that these caregivers perceive. According to these results, and taking into account that depression, anxiety, and the reduction of the social support network are predictive variables of the overload that these caregivers may suffer, 18 it is necessary to consider in what type of kinship relationship these problems are usually given mostly to be able to direct specific interventions in early stages. 32 In addition, in the multivariate regression analysis, the risk of suffering from acute mental pathology is greater in the spouses and to a lesser extent in the children in relation to other relatives, as it occurs in chronic mental pathology; the risk is greater in the spouses. In this regard, we could think that living with the family member could be a factor that can influence caregivers, especially in the spouses. 25 However, Chappell et al 38 valued the overload of family caregivers of dementia and found greater presence of overload in children than in spouses, contrary to our research, which suggests that not always coexisting with the family member is a variable that can influence. as there is a greater overload in caregivers due to neuropsychological and behavioral symptoms of the patient. 40, 41 The coping mechanism of the caregiver to adapt to the different phases through which it evolves the disease is another important element, as has been observed in other studies. 42, 43 On the other hand, the data of our research provide us with a greater presence of severe depression and social dysfunction in family caregivers who have been caring for their loved one for 5-10 years, and when the time of care exceeds 10 years, there is evidence of greater somatic symptoms as in other studies. 28 Although these data are not significant, they can indicate that the increase in functional dependence for the basic activities of the patient's daily life in this period of time and the duration of care can lead to this type of mental pathology and a greater burden on the caregiver. 27 In our research we have focused on the characteristics of the caregiver, delving into the type of relationship of kinship and time of care, but we must consider another set of variables that may be influencing psychological well-being if we conceptualize caregiver overload in a multidimensional way, as reflected in the study by Pérez-Fuentes et al. 23 In this, variables such as reaction to diagnosis, physical health, In this way, the findings of our study should serve as a basis to generate new hypotheses that allow us to move forward, to improve the quality of life and well-being of caregivers in this specific group of patients, such as caregivers of patients with Alzheimer-type dementia, taking into account variables such as the degree of kinship of the caregiver with the patient and the time of care.
CONCLUSION
In conclusion, we highlight the high psychological component suffered Therefore, both aspects, type of relationship of kinship and time of care, should be taken into account by health professionals in the design
